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Abstract
Background: Falls are the most common reason for ambulance callouts resulting in non-conveyance. Even in the
absence of injury, only half of those who fall can get themselves up off the floor, often remaining there over an
hour, increasing risk of complications.
There are recognized techniques for older people to learn how to get up after a fall, but these are rarely taught.
The aim of this study was to develop an understanding of attitudes of older people, carers and health professionals
on getting up following a fall.
Methods: A qualitative focus group and semi-structured interviews were conducted with 28 participants, including
community-dwelling older people with experience of a non-injurious fall, carers, physiotherapists, occupational
therapists, paramedics and first responders. Data were transcribed and analysed systematically using the Framework
approach. A stakeholder group of falls experts and service users advised during analysis.
Results: The data highlighted three areas contributing to an individual’s capability to get-up following a fall: the
environment (physical and social); physical ability; and degree of self-efficacy (attitude and beliefs about their own
ability). These factors fell within the wider context of making a decision about needing help, which included what
training and knowledge each person already had to manage their fall response.
Staff described how they balance their responsibilities, prioritising the individual’s immediate needs; this leaves
limited time to address capability in the aforementioned three areas. Paramedics, routinely responding to falls, only
receive training on getting-up techniques from within their peer-group. Therapists are aware of the skillset to
breakdown the getting-up process, but, with limited time, select who to teach these techniques to.
Conclusion: Neither therapists nor ambulance service staff routinely teach strategies on how to get up, meaning
that healthcare professionals largely have a reactive role in managing falls. Interventions that address the
environment, physical ability and self-efficacy could positively impact on peoples’ capability to get up following a
fall. Therefore, a more proactive approach would be to teach people techniques to manage these aspects of future
falls and to provide them easily accessible information.
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Introduction
Background
Falls are common, affecting a third of people over 65, and
half of those aged over 80 each year [1]. Despite some evi-
dence of effective interventions to reduce falls among older
people [2–4], most falls are not prevented and we must con-
sider how we can best meet the needs of those who continue
to fall, whilst bearing in mind the cost-effectiveness of inter-
ventions and implications for service delivery.
Falls are the largest driver of ambulance service demand
[5, 6]. It is estimated that approximately half of people who
fall without injury are able to get themselves off the floor
[7]. Living alone, reduced mobility and cognitive impair-
ment are factors associated with in in-ability to get up from
a fall [8]. Of the falls-related calls to emergency services,
11–56% do not result in conveyance to hospital [9]. Most
people unable to get themselves up after a fall remain on
the floor for more than an hour [8], thus increasing the risk
of complications, such as pressure sores, pneumonia and
even death. It is not only the person who has fallen who
suffers; carers suffer distress due to the person fallen not
being able to get up, or not being able to help them. They
may be unsure how best to assist, which may result in their
own injury or the need for additional assistance [10, 11].
UK national recommendations are that verbal and writ-
ten advice and practical sessions be provided to older
people on how to cope with a fall, and avoid a long lie on
the floor [12]. However, data reveals limited implementa-
tion of this guidance. One UK survey found that practical
demonstrations were reported by only 14/231 (6%) of falls
services [13], and UK audit data found in 2010 that only
4% of fallers in rehabilitation programmes were taught
how to get up [14]. Anecdotally there appears to be some
reluctance to teaching techniques for getting up off the
floor - possibly due to a lack of confidence from both
older people and therapists, although there is evidence
that it is feasible and acceptable to teach this to inpatients,
community-dwelling older people and stroke survivors
[15–17]. One method commonly used, called “backward
chaining” breaks the activity of getting down to and up
from the floor into smaller steps, with the last step being
taught and achieved first [18].
Interventions that could change the nature of individ-
uals’ response to a fall could be beneficial in terms of im-
proving personal independence and reducing use of NHS
resources [8]. Yet, despite the large body of evidence fo-
cusing on preventing falls, there is a paucity of research
understanding attitudes of older people, carers and health-
care professionals about getting up from a fall [17].
Aims and objectives
The aim of this study was to develop an understanding
of attitudes towards seeking help and using and teaching
techniques to get up following a fall.
The objectives were to:
 Interview older people who have experienced a fall,
and their carers to establish what actions they take
when they fall, and, how and why they make those
decisions
 Interview healthcare providers to establish how they
support older people in managing future falls, and
what factors influence their actions.
Methods
A qualitative study design was used to explore the know-
ledge, skills and attitudes of older people and carers fol-
lowing a fall, and to understand how ambulance and
rehabilitation staff provide support to older people when
dealing with a fall.
Sampling and recruitment
For those affected by falls personally, we employed a
purposive sampling strategy to achieve a range in partici-
pant age, sex, living arrangements and co-morbidities.
Inclusion criteria were for people aged 65 and over, liv-
ing in Devon, with experience of a fall and inability to
get up (with or without injury). Participants were identi-
fied from: (a) Older adults/carers who called an ambu-
lance following a fall without requiring conveyance to
hospital; (b) Older people (and carers) attending a local
falls service. They were offered study information by
their therapist or paramedic. If interested, participants
completed a consent to contact form and were phoned
and then visited by the researcher (DS). The researcher
(DS) held no pre-existing views about the falls services
or individuals response to falling.
We aimed to interview healthcare professionals includ-
ing physiotherapists and occupational therapists working
in acute hospital, outpatient or home-based rehabilita-
tion settings (including falls services), and ambulance
service staff including paramedics, first responders and
control room staff. All had to have direct experience of
working with older people who had fallen. These staff
groups were chosen as they are the professionals most
likely to be involved in advising, assisting or teaching
someone to get up after a fall. Health professional partic-
ipants were approached to participate in the study by
newsletter and word of mouth.
Data collection
Face-to-face and semi structured interviews, following a
topic guide (see Additional File 1), were conducted with
the participants who had experience of a fall. If the par-
ticipant’s spouse was present, they were also invited to
contribute to the interview. Interviews were conducted
at the participant’s home and lasted up to 1 h.
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Two 90min focus groups were planned for healthcare
professionals involved in the care or rehabilitation of
people following a fall (therapists and ambulance service
staff). The ambulance service staff focus group was ad-
justed to face-to-face interviews to accommodate differ-
ences in shift working patterns and practical challenges
in getting people together. One researcher (DS) con-
ducted the interviews. DS and VG facilitated the focus
group. The researchers collecting data were female,
working in health and health research, DS is experienced
in qualitative investigation and trained in Framework
analysis.
The topic guide used for older people was developed
in conjunction with public and patient involvement rep-
resentatives, and the topic guide for healthcare profes-
sionals also included expert clinical input. All data were
audio recorded and underwent targeted transcription to
facilitate rapid identification of relevant issues for refin-
ing findings. Field notes were taken during the inter-
views and focus group. Data collection continued until
saturation occurred, meaning that no new ideas were be-
ing generated [19].
Analysis
The data analysis was structured using the Framework
approach to systematically analyse the data [20]. This
method is recognised for its applicability to applied
health research and multidisciplinary team working.
Transcripts were read independently by two researchers,
a coding framework was developed to represent the
main themes in the data. Data analysis took a critical
realist perspective and focussed on understanding the
causal mechanisms underlying decisions made by older
people and carers on what action they take when they
fall, and understanding what healthcare professionals do
that may impact on those decisions.
The transcripts were then double coded by members
of the research team to ensure applicability of the coding
framework (DS, VG, SH, BK). Where disagreement arose
the coding was discussed and resolved. Coded data was
charted into the framework matrix (spreadsheet format).
Within and between-case analysis was conducted to de-
velop theoretical concepts from the initial coded cat-
egories, expanding on how initial actions and choices
could be described conceptually. The wider research
team and the stakeholder advisory group contributed to
the interpretation of the findings. The stakeholder advis-
ory group comprised three specialists in falls rehabilita-
tion, three people with experience of falls and a carer
with experience of helping people who fall. They sup-
ported the analysis with feedback on the meaning as-
cribed to the findings and as an independent member
check to ensure the quality of analysis.
Results
In total, 28 older people, spouses and healthcare pro-
fessionals participated in the study; sixteen interviews
were conducted with older people including four
spouses, and twelve healthcare professionals partici-
pated in either a focus group (n = 7) or interview
(n = 5) about their experience of managing those who
fall. Only one potential participant declined to be
interviewed due to poor health on the day. Participant
characteristics are detailed in Table 1. All participants
with experience of having a fall were recruited via
falls rehabilitation services and outpatient clinics, and
none through the ambulance service. All participants
had more than one fall. The majority of participants
chose not to call an ambulance as a response to their
fall, but did need help to get up, the minority had an
ambulance called for them and experienced non-
conveyance.
Following the stakeholder advisory group review of
analysis, the initial coding themes were developed.
Five main themes emerged from the data: personal
preventative strategies (including their environment,
activities and training on getting up), personal react-
ive actions (including social network, formal services
and incidental contacts), confidence (personal phys-
ical/practical and fear, or lack of), support services
(therapists, balance groups, other linked services) and
independence (in daily life, in physical ability, per-
sonal risk assessment and perceptions of others).
From these themes we created a model of capability,
comprising three main components of an individual’s
perceived capability to manage the response to a fall
themselves within a decision context (Fig. 1). Al-
though components were distinct, they impacted
closely upon each other, for example, physical cap-
ability in one environment may differ in another
where adaptions were available. ‘Having the know-
Table 1 Participant characteristics
Type of participant – Older people Number Sex
M:F
Older people with experience of having a fall 12 5:7
Spouse of participants 4 1:3
Living arrangements:
Lives with spouse 7
Lives alone 3
Lives alone in sheltered housing 2
Age range of participants (average) 65-89 (78)
Type of participant – Healthcare staff Number Sex
M:F
Paramedic staff 5 3:2
Therapy staff (occupational and physio) 7 2:5
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how’ and ‘a balancing act’ contributed to the decision
context. We present these components below, giving
the older person and staff views together to form a
holistic picture of knowledge, skills and attitudes.
The environment
People commonly began by describing their immediate
environment following a fall, including both the physical
and the social environments. Whether they were indoors
or outdoors was viewed as significant, particularly in re-
lation to what stable objects were nearby that might be
used to ‘pull’ oneself up. Outdoors was viewed as more
challenging as often an open space with no objects near
and where no-one might pass to find them and offer
help.
“I’ve always had someone available to help me out
and so, that hasn’t been a problem as yet but if I
was to fall outside I am certain I’d have to call for
someone to help me” Participant #1
“If we can get him onto all fours and then if there is
a chair nearby and he can sort of push himself up
on the chair as well as me lifting [wife]” Participant
#2 spouse
The social setting, both immediate (who was with
them or near enough to hear them), and wider (who
they could call easily, or might drop by), gave a sense of
safety and security, whether they chose to draw upon
that resource or not.
“I was very fortunate ‘cos my grandson called in, he
calls in quite a bit and makes a sandwich or some-
thing you know and he said ‘hi Nana’ I said ‘can
you come up here and help me’ and he got me up
but it was a struggle” Participant #4
“I know there’s benches there [on that walk] and
then there’s the low walls that way. I sort of go in
my mind what’s where. ... So, if I did have a fall, I’m
not saying it’s going to be in that precise, but if I did,
I knew I could help myself but there’s not always
people about” Participant #5
Many reported not wanting to ‘bother’ anyone.
“Well I suppose if you have passed out then you
would think that perhaps something was untoward
and you needed to do something … . The victim is
always reluctant oh don’t make a fuss but obviously
the onlooker knows that there’s a problem.” Partici-
pant #3
One Paramedic summed up what many of our older par-
ticipants said.
Fig. 1 Evidence-based model of potential interventions to enhance capability to get up following a fall
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“The person who’s fallen quite often is embarrassed to
have to call … that’s what I’ve found so far, is, elderly
generation, they don’t want to be a bother … . they just
want to get up.” Ambulance service staff #5
During the therapist focus group a view was raised
about the impact of tailoring information to a person’s
environment to make it more applicable. This was a
common adaptation within the therapist profession.
“Giving generic advice to people in clinic isn’t that
helpful if it doesn’t relate to their situation so seeing
people in their homes and being able to adapt to
their environment and their needs and their presen-
tation is where I feel we make the biggest impact.”
Therapist focus group
Physical ability
Deteriorating physical ability was a common theme
amongst all participants, this was especially noticed in
those with long term conditions such as Parkinson’s.
Some described a lack of physical strength hampering
the ability to move from the position of the fall.
Where the individual had enough strength to move to
a better position or location (including with assistance
from another person), some could identify a situation
from which they made the most effective use of the
strength they had, such as shuffling or crawling to
stairs indoors or a tree outdoors to use more of their
upper body strength, rather than legs alone, illustrat-
ing the relationship between strength and
environment.
“most of the time I have had the strength, it’s only in
the last couple of years now that I don’t have the
strength in my, once my knees get below a certain
point they won’t take my weight so I can’t get up
above that point to do it now” Participant #9
“I think once or twice you’ve fallen and you’ve got
your, you’ve crawled to a tree and pulled yourself up
holding onto a tree but which you can probably still
do now I don’t know. Maybe not [wife]” Participant
#2 spouse
In the therapist focus group only one type of get-
ting up technique was mentioned, called backward
chaining – a process of breaking down the tasks
needed to be able to get up into a series of move-
ments and practising those movements from a pos-
ition of safety. A belief was aired that only people
most likely to benefit from learning these skills would
be taught them; individuals would need enough
strength to manage the technique and be willing to
practise (with coaching and encouragement). How-
ever, one participant described how training can
occur even if the person does not initially have the
strength:
“In certain patients, maybe see them for a month or
so, and try and build them back up a little bit if they
haven’t had much exercise for a while, and then they
might reach a point where they will be able to [learn
backward chaining techniques].” Therapist focus
group
This “skilling up” approach not only addressed physical
strength but also supported the final concept of self-
efficacy. Older people corroborated this strength build-
ing ability.
“[therapist name] says now that my legs are weak
and I’ve got to try and strengthen that so, that’s
what I am doing now I am going to exercise classes
on a Tuesday morning” Participant #3
“The physio has been helping me a little bit... With
me getting up and getting down. Before I used to just,
I’d have to drop down and I’ve got more strength in
my leg now it’s sort of helping me. Like in the house
if I have a fall in the house, I can lift myself up bet-
ter” Participant #5
Self-efficacy
The concept of self-efficacy, ie attitude and beliefs about
their own ability came through strongly, both with posi-
tive and negative beliefs. This concept generally seemed
to originate from what seemed to be the psychological
reaction to falling, building from the initial shock of the
fall, to a longer-term fear of falling and ‘activity avoid-
ance’ therefore limiting personal exposure to risky activ-
ities or locations. Often people couldn’t verbalise exactly
what prevented them from learning getting up
techniques.
“I do find it difficult to get up. I do worry about it,
especially, if I am on my own... I am a bit funny
about this getting up business because in autumn …
I went to balance classes … they were prepared to
show any of us how to get up you know from the
floor. I didn’t want to do it, it was funny really... but
I am funny about those sorts of things. I am trying
not to fall now anyway that’s the main thing. [why
didn't want to try learning to get up?] I am not sure
to be honest I know there was an elderly gentleman
he was about my age and he seemed very frail, but
he went through it with the physio...which I thought
was wonderful.” Participant #5
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However one participant expressed an alternative view,
of frustration rather than fear. Thus it was not only the
psychological impact of being fearful, but also their per-
sonal self-efficacy and confidence in their own ability.
“But not [send an ambulance] just because I’m on
the floor. I know I’m on the floor and I can’t get up
and it’s really annoying, and if you are down there
for three hours it’s very, very annoying … I am not
frightened of falling again because you can’t go
through your life being frightened.” Participant #9
During the focus group therapists identified an im-
portant point about how some people have forgotten
that they couldn’t get themselves up unassisted, thus
creating a barrier to perceived need. Without having
enough self-reflection to realise that getting up skills are
needed, it is possible that any training may seem irrele-
vant to some patients.
“They say … I can get up myself it’s absolutely fine I
am independent … you speak to family … it comes
out … they can’t get up. I am not sure of the reasons
you know sometimes there’s a cognitive impairment
and people don’t remember that they can’t get up.
Family members tell me before that you know that
dad’s, dad has a lot of pride he’s not going to tell
you if he can’t do something” Therapist focus group
Decision context
The decision context encapsulated the many consider-
ations that older people, their spouses and professionals
balance when deciding upon actions to take. The reality
is that there are far too many variables involved to al-
ways plan in advance, however the having the ‘know
how’ on how best to get up and balancing if or when this
might be appropriate, are key aspects of decision
making.
Having the ‘know-how’
The value of training information was illustrated by one
participants’ spouse, who had taken a different approach
in their response when her husband fell out of a chair
during the early morning. She initially checked that he
was unhurt, then after being unable to seek her usual
support from neighbours, she chose to search social
media for advice on how to get up following a fall. She
was able to successfully talk him through the process
after watching an online video. For her this was a com-
mon way to find out how to learn new skills. She was
the only participant who took this approach.
“I thought well how do I get you up?...So, I thought
let’s go onto YouTube … and looked it up and I said
right you’ve got to get up on your knees and crawl to
the chair or I might have put a stool or a kitchen
chair there for him to use and get up. He said I
can’t, I said you’re going to have to … Yeah, you’ve
got to do it, and he did do it.” Participant #12
spouse
For ambulance service staff training, there was specific
information on the use of lifting equipment as and when
new versions of training were introduced, however
knowledge of recognised techniques for individuals to
get themselves up was limited. This knowledge gap was
recognised by one.
“I think if as a paramedic I had some more skills in
how to encourage people to get off the floor, that that
would be useful.” Ambulance service staff #4
Skills training is one aspect of the challenges staff face
in adopting a more pro-active approach to teaching
people to help themselves up from the floor, but perhaps
a more difficult obstacle to overcome is that of cultural
mind-set of reacting to the immediate problem in a way
that fosters dependence rather than being able to en-
courage independence and develop getting up skills for
people to utilise with any future falls.
“'I must admit, one thing that I am aware of is the po-
tential for patients to help themselves up in some situ-
ations. I think I quite often in the past worked on the
assumption that if they were easily able to do that
then they probably would have done it already, al-
though that isn’t probably a very good assumption to
make because I think people quite often don’t move
because they’ve been advised not to move, rather than
because they are unable to move. So, … I would say
that I’ve been relatively quick to give people help to get
up... and thinking about it now, I think I have been
too ready to do that rather than trying to find ways
that I could encourage them or support them to get
themselves off the floor.” Ambulance service staff #4
“We see the people who are more frail and more vul-
nerable for the most part - we see people at the top of
the pyramid, whereas those who would probably benefit
most from the get up off the floor training are likely to
be people who aren’t coming to our services. We might
need to think more creatively about how we provide
that training for them.” Therapist focus group.
A balancing act
Both therapist and ambulance service staff alluded to the
tension that they felt in balance professional responsibil-
ities against each patients’ best interests. That balance
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was articulated in time pressures, awareness of short-
and long-term benefits and tailoring information to the
current needs of each person. Therapists often described
longer opportunities to build their therapeutic relation-
ship with their patients, but nevertheless, only able to
offer a time-limited intervention. Ambulance service
staff related how their ‘emergency’ response could also
be an opportunity to check the patients’ home setting
more holistically, see how they were looking after them-
selves, ask how they preferred help, offering encourage-
ment to try other options to get themselves up so that
they built personal confidence.
All health professionals recognised the physical and
psychological damage that a ‘long lie’ could induce; am-
bulance service staff were keen to help people up quickly
to limit that damage; therapists were sometimes ham-
pered by patients’ psychological distress and fear follow-
ing a previous fall, leading to an unwillingness to
undergo training to learn how to get up from the floor.
“I think when they’ve had a long lie [before being
able to get up] that can have a massive psychological
impact on their fear of moving forwards.” Therapist
focus group
Therapists recognised that earlier, proactive interven-
tion could offer far more potential than their current re-
sponse mode. Interestingly, we felt this was reflected in
comments from a number of older people who spoke
less of the techniques to get up, and more about needing
to be ‘picked up’. A therapist suggests how timing of an
intervention is important:
“We’re talking about reaching a group when they
have already had a fall, and there’s probably a
group of people … who could benefit from that infor-
mation before they are going to have that first fall …
timing to implement change for people getting them
to take on information is really, really crucial.”
Therapist focus group
And getting the timing post-fall correct:
“The rehab stage … isn’t the time to be putting them
on the floor because they’re actually recovering …
but maybe three months down the line then that
could be practised with them to really consolidate
that information but it’s the timing” Therapist focus
group
The ambulance service staff did not refer to termin-
ology commonly associated with getting up techniques,
their focus was more on immediate threats to life and
health to minimise danger, to initiate referrals to ensure
appropriate services would be put in place, and to ensure
efficient use of services.
“The first priority was to get to the person and deal
with them in a timely fashion and the second, sort
of, benefit hopefully would be that we wouldn’t need
an ambulance so we could keep an ambulance on
the road that could attend somebody who was in
dire need” Ambulance service staff #1
“As soon as I’ve got them at the point where they are
telling me that they are not in pain then I’ll try and
move them straightaway.” Ambulance service staff
#3
Many of the healthcare professionals mentioned the
need to do things differently from just being reactive ser-
vices to also incorporate more proactive roles by recog-
nising and working with the person’s potential within an
appropriate timeframe. Participants and their carers
showed less awareness of getting up techniques or train-
ing opportunities but felt frustrated or fearful following
a fall that they could not get themselves up from, and
expressed reluctance to have to call on others for help.
Discussion
Summary
We investigated help-seeking and the use of techniques
to get up following a fall; we identified three main areas
that impacted on capability and should form the basis of
any interventions: physical ability, self-efficacy, and the
physical and social environment. The decision context
comprises of having the know-how on how to best get
up and the balancing act of if and when to intervene.
Comparison with existing literature
To our knowledge this is this first qualitative study ex-
ploring attitudes towards older people getting up follow-
ing a fall incorporating perspectives of older people,
their spouses, and healthcare professionals. Most falls re-
search focuses on prevention, particularly improving bal-
ance and reducing environmental hazards, but there is
little attention paid to managing the fall itself [18]. From
the evidence on falls prevention, the model of potential
intervention considerations we developed (Fig. 1) is also
supported by existing quantitative and qualitative evi-
dence [8, 11, 21]. Physical and functional impairments
[22] and living alone are associated with ability to get up
after a fall [23]; only one staff participant highlighted
that time and exercise training may be required to get
people to the point of having the physical ability to get
up, yet the benefits of maintaining activity for older
people is recognised and has similar barriers to those we
identified. In common with the recent study by Maula
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and colleagues (2019) [24], we also found that novel use
of technology, in the form of on-line information, was
used within our sample, applied in such a way that on-
going knowledge and behaviour was changed after acces-
sing on-line guidance.
Fear of falling is present on 59% of those who have
fallen and 40% of those who haven’t fallen [25]. A study
of over 16,000 older people living in Canada suggested
that most injurious falls were not associated with fear of
falling and that older women who experienced very se-
vere fall injuries had an increased odds of fear of falling
[26]. Evidence from people with Parkinson’s disease sug-
gests that different strategies to handle fear of falling are
adopted, with the experience of fear being complex and
varying over time and in different environments [21].
Our data corroborates the importance of the fear of fall-
ing in peoples’ willingness to try to learn new techniques
to help themselves up. Addressing the relationship be-
tween fear, self-efficacy and ability to get up is key in de-
veloping individuals’ capability to manage a falls
response themselves. In our sample the inability to get
up was particularly concerning to people in their out-
door environment. It has been suggested those who ex-
perience injurious falls or need medical help as a result
of falling are more likely to have a fear of falling out-
doors [25]. The characteristics of outdoor falls are
known to engender feelings of embarrassment and anx-
iety about future falls [27] and Cox and Williams (2016)
suggest fear of falling may be based on a fear of inability
to get up, rather than of the fall itself [28]. This would
support a wider dissemination of these skills to reduce
ongoing anxiety about getting up from an outdoor fall.
A recent study found that fear of falling was strongly as-
sociated with dependence in activities of daily living to a
greater extent than falls or injuries and that rehabilita-
tion programmes should ensure management of fear is
an integral part [29]. Our findings provide a valuable
addition to the existing literature on fear of falling and
rehabilitation to promote independence for those who
have fallen or had fall-related injuries, as well as enabling
those who haven’t fallen to maintain their independence.
Only one formal technique for teaching how to get up
was mentioned by the healthcare professionals; this be-
ing ‘backward-chaining’ [17]. It was developed to minim-
ise the likelihood of failure by breaking the activity down
into small steps, with the final step being taught first.
The approach reduces the anxiety of both the physio-
therapists teaching and the person being taught when
compared with a conventional technique where the per-
son has to be able to get completely down onto the floor
before they are taught to get up [18]. It has been re-
ported to be acceptable to patients and more successful
than using other approaches [17]. All the therapists were
knowledgeable about the technique; however, the
ambulance service staff were not. Although the latter
have a remit for emergency care, some reflected that re-
ceiving training could enable them to have a more holis-
tic approach to patient care where time allowed. The
increasing numbers of ambulance service staff working
in primary care could potentially be a key group to train.
We found that therapists were also keen to broaden and
utilise their skills to operate a more preventative ‘healthy
ageing’ role, by ensuring older people are able to get up
rather than have to retrain when physical ability has
gradually reduced over time. Effective translation of our
findings into practice will require targeted training that
is meaningful, feasible and motivates people to put new
training into practice [30].
Strengths and limitations
The study generated rich data from different perspec-
tives, and we had a diverse range of older participants in
terms of age, sex and living circumstances, and health
care professionals in terms of professional background,
grade, sex and work locations in South West England.
This said, the older participants who took part in the
study all had recent contact with falls or rehabilitation
services with no recruitment from the ambulance ser-
vice. This was likely due to users of the ambulance ser-
vice having more acute needs and therefore staff may
have felt that it was inappropriate to approach people to
take part in a study. In addition, there was a lack of eth-
nic diversity amongst the participants. This reflects our
regional population but may limit the application of our
findings to other communities.
Implications for research and practice
Our research provides a valuable addition to the small
body of work on managing falls amongst older people,
however it remains unknown whether improving peo-
ple’s ability to get up following a fall (a) would impact
on ambulance callouts and (b) the cost effectiveness of
such an intervention.
Although teaching how to get up from a fall is recom-
mended for those at risk of falling [12] there is often
limited therapist capacity to be able to do this, therefore
training and information could also be provided to
others who live or work with older people to ensure they
also have the ‘know how’. As well as ambulance service
staff this could also include other groups such as exer-
cise professionals, care workers and informal carers, and
other healthcare professionals working with older
people. In addition, resources for older people and their
families to enable them to practice getting up, such as
the film produced by NHS Inform in Scotland [31],
could be a valuable supplement to face-to-face training
or as a self-management resource. However, future re-
search is required to establish whether undertaking
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‘getting up’ training is effective and cost-effective at, for
example, reducing the consequences of a long lie or am-
bulance callouts.
Conclusion
We identified how this cohort of older people, carers
and healthcare professionals decide what to do after a
fall. People’s capability to get up after a fall is affected by
a combination of physical ability, self-efficacy and their
physical and social environment within a decision con-
text that encapsulates knowing how to get up, and bal-
ancing if or when this might be appropriate. Healthcare
professionals have to respond to current need but
recognize the value of a more proactive approach to
manage future falls. Teaching interventions to change
the nature of individuals’ response to a fall could be
beneficial in terms of improving personal independence
and better managing the use of NHS resources.
Supplementary information
Supplementary information accompanies this paper at https://doi.org/10.
1186/s12877-020-01790-7.
Additional file 1. Interview topic guide.
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